P rostate cancer remains the leading form of cancer diagnosed in Canadian men, accounting for roughly 27% of all cancers occuring in men and is responsible for the death of over 4000 men annually (1). More than 13% of Canadian men will develop prostate cancer in their lifetime and approximately 4% will die from the disease (1). The burden of prostate cancer on society is considerable; therefore, any measures to reduce mortality are worth considering, especially those that are cost effective, easy to implement and socially and professionally acceptable.
OBJECTIVES: To determine the rate at which physicians report performing a digital rectal examination and comment on the prostate gland before performing colonoscopy in men 50 to 70 years of age. METHODS: A retrospective chart review of all men 50 to 70 years of age who had a colonoscopy in Kingston, Ontario, in 2005 was completed. It was noted whether each physician described performing a digital rectal examination before the colonoscopy, and if so, whether he or she commented on the prostate. RESULTS: In 2005, 846 eligible colonoscopies were performed by 17 physicians in Kingston, Ontario. In 29.2% of cases, the physician made no comment about having performed a digital rectal examination; in 55.8% of cases, the physician commented on having completed a digital rectal examination but said nothing about the prostate; and in 15.0% of cases, the physician made a comment regarding the prostate. No physician consistently commented on the prostate for all patients, and in no circumstances was direct referral to another physician or follow-up suggested. DISCUSSION: A colonoscopy presents an ideal opportunity for physicians to use a digital rectal examination to assess for prostate cancer. Physicians performing colonoscopies in men 50 to 70 years of age should pay special attention to the prostate while performing a digital rectal examination before colonoscopy. This novel concept may help maximize resources for cancer screening and could potentially increase the detection rate of clinically palpable prostate cancer. on the prostate during the pre-endoscopy DRE, and whether those physicians who do comment on the prostate do so consistently with every patient they examine. Because there are no published guidelines that recommend that physicians performing colonoscopies pay particular attention to the prostate during the DRE, the present study was aimed at determining the proportion of physicians who do comment on the prostate while performing a pre-endoscopy DRE.
METHODS
The present retrospective chart review investigated all men 50 to 70 years of age who had a colonoscopy performed in Kingston, Ontario, in 2005. This age group was chosen based on the United States Preventive Task Force's recommendations because these men represent the population for which prostate cancer screening is most relevant. Over 98% of all prostate cancers occur in men 50 years of age or older. Patients who, either based on age or significant medical problems, have a life expectancy of less than 10 years, are unlikely to benefit from screening based on the generally lengthy natural history of the disease (8) .
Patients were identified by a review of the endoscopy database at the endoscopy unit of Hotel Dieu Hospital, Kingston, Ontario. All outpatient colonoscopies performed in Kingston are performed through this unit. Each colonoscopy performed was noted, regardless of whether it was the only procedure or one of several procedures a given patient had undergone in 2005. Procedures in which a DRE was clearly not indicated -for example, in which the scope was inserted into the patient's colostomy -were excluded from the study. For each procedure, the patient's demographics were recorded, along with the date, the physician, the indication(s) and the result(s). Most important, it was noted whether the physician described performing a DRE before the colonoscopy, and if so, whether he or she commented on the prostate. If the physician noted any concerns, it was recorded whether any remark was made regarding recommended follow-up or referral to another physician.
Before conducting the present study, ethics approval was obtained from the Research Ethics Board of Queen's University, Kingston, Ontario.
Statistics
Descriptive statistics were used, including mean, median, SD and range, depending on the data distribution. For the statistical analysis, the SPSS 14.0 (SPSS Inc, USA) package was used.
RESULTS
In 2005, 846 eligible colonoscopies were performed in Kingston, Ontario. The mean (± SD) age of patients on the date of their procedure was 59.7±5.8 years (range 50 to 70 years). Seventeen different physicians performed the procedures, nine were gastroenterologists and eight were general surgeons; 58.2% of endoscopies were performed by gastroenterologists and 41.8% by general surgeons.
The three main reasons why patients had colonoscopies were for colorectal cancer screening, with or without a family history of the disease (32.0%); for a change in bowel habits such as rectal bleeding, diarrhea or abdominal pain (29.4%); and for colorectal cancer surveillance (25.1%). Together, these made up 86.5% of cases. In 37.8% of cases the bowel was found to be normal and in 42.0% of cases, polyps, either adenomatous or hyperplastic, were found. Colonic malignancy was detected in 3.1% of cases.
The physician did not report performing a DRE in 247 cases (29.2%), did report performing a DRE but said nothing about the prostate in 472 cases (55.8%), and made a comment regarding the prostate during a DRE in 127 cases (15.0%) (Figure 1 ). Of the 127 procedures in which a DRE (including a prostate examination) was reported, the physician noted that the prostate was normal or benign in 82 cases (64.6%) and the physician noted mild to moderate enlargement of the prostate, with or without induration, but without nodules in 37 cases (29.1%). The other cases in which a DRE with prostate examination was performed are described in Table 1 . In no cases were direct referrals made or follow-up suggested. 
Figure 1) Percentage of cases in which the physician reported performing a digital rectal examination (DRE) before colonoscopy (70.8%) and in which the physician commented on the prostate while performing a DRE (15.0%)
Of the 17 physicians who performed the colonoscopies, one did not report a DRE and two rarely reported a DRE; five physicians never commented on the prostate while performing a DRE and only two commented on the prostate in the majority of their cases ( Table 2 ). The rates of comment on the prostate during DRE varied considerably among physicians from 0% to 59.3% of cases. On average, gastroenterologists reported a DRE before a colonoscopy more frequently than did general surgeons (78.6% of cases compared with 66.7% of cases, respectively); however, general surgeons were more than twice as likely as gastroenterologists to comment on the prostate while performing a DRE (32.2% of cases in which a DRE was performed compared with 14.0% of cases, respectively). Overall, general surgeons were approximately twice as likely as gastroenterologists to report both a DRE and comment on the prostate (21.5% of cases compared with 10.4% of cases, respectively).
DISCUSSION
The primary outcome of the present retrospective chart review was that 70.8% of physicians who performed a colonoscopy reported a DRE before the procedure; however, only 15% commented on the prostate. No physician commented consistently on all patients, and general surgeons were more likely to report a DRE and comment on the prostate than gastroenterologists. Approximately one-third of physicians who reported a DRE and commented on the prostate noted that the gland was mildly to moderately enlarged, with or without induration, but none of these physicians made any note about recommended follow-up or referral.
Before making any recommendations based on our findings, one must consider the current thinking regarding prostate cancer screening. The extent of the benefit of screening for prostate cancer has not yet been established. The uncertainty hinges on the fact that screening for prostate cancer has not yet been directly linked to reduced mortality rates and increased quality of life, although certain trends point to the fact that it will. Most notably, over the past 15 years, reduced incidence rates for prostate cancer with distant metastases at the time of diagnosis and reduced prostate cancer mortality rates have been noted (9) . Recently, a large-scale, 12-year study has shown a reduced risk of mortality associated with active treatment of low-to intermediate-risk prostate cancer in men 65 to 80 years of age compared with observation alone (10) . It appears that this debate will continue for some time as we anticipate the results of two large randomized clinical trials (11, 12) that are currently testing prostate cancer screening in an attempt to obtain definitive evidence that screening reduces prostate cancer mortality rates.
The role of the DRE in prostate cancer screening is also a contentious issue. Although PSA testing has been shown to be a more sensitive and specific screening method for prostate cancer (a sensitivity of 72.1% and specificity of 93.2% [using a minimum PSA of 4.0 ng/mL] compared with a sensitivity of 53.2% and specificity of 83.6% with the DRE), the DRE has been shown to detect cancer in some men with PSA levels below 4.0 ng/mL (13, 14) . Furthermore, dual modality screening has been shown to detect 83.4% of cancers in an early, localized state (13). The effectiveness of the DRE is also believed to be skill-related in that urologists seem to have better accuracy than other physicians. Moreover, when a patient has repeat examinations, the DRE has been shown to be more sensitive (15) . These latter points suggest that there is potential to increase the sensitivity and specificity of the DRE. General surgeons and gastroenterologists perform high volumes of DREs, and thus, could be an ideal subset of physicians who can monitor abnormalities of the prostate. Patients with an abnormal DRE who are diagnosed with prostate cancer are NA Not applicable defined as having higher local disease staging than those detected with PSA screening alone; and local disease staging is an independent predictor of disease recurrence (16) . It is also known that elevation of PSA levels precedes clinically detectable disease by a number of years. Consequently, those patients with clinically palpable disease are at higher risk of suffering morbidity from prostate cancer and therefore more likely deserve case detection efforts (17) . Despite reservations, many Canadian men are choosing to be screened for prostate cancer, and because of their shared demographics, there is likely much overlap between these men and those requesting screening for colorectal cancer. It therefore appears logical to investigate ways to combine the screening for these two malignancies. Furthermore, some studies (18) have even shown an increased incidence of prostate malignancies in patients with colorectal cancer, and vice versa. It is believed that the biological association between colorectal cancer and prostate cancer may be based on shared genetic or environmental risk factors, or a combination of the two. Genetic and epidemiological studies (ie, of families with hereditary nonpolyposis colorectal cancer and of children of men diagnosed with prostate cancer before 70 years of age) point to a genetic basis. Environmental factors, such as a high fat diet, a high body mass index and alcohol consumption, have also been linked to an increased risk for developing both malignancies (18) .
CONCLUSION
Although the present study demonstrated that not all physicians reported a DRE before colonoscopy, the majority did. Therefore, it seems reasonable to train physicians to pay more attention to the prostate during DREs and to ensure comments are made on any irregularities noted. Endoscopy-coupled screening for prostate cancer with DREs could complement a PSA test performed by a patient's family physician on another occasion. Interestingly, it has been observed that in certain patients, colonoscopy can increase serum levels of PSA as well as the PSA ratio, most significantly within the first 24 h after the procedure, but even within the week that follows (19) . Therefore, to avoid falsely elevated PSA levels and PSA ratio, it is advisable to perform PSA testing before a colonoscopy or some time after the procedure, especially in those patients with a history of borderline PSA levels. Based on the results of the present study, it is recommended that physicians performing a colonoscopy in men 50 to 70 years of age, pay special attention to the prostate while performing a DRE before the endoscopy.
